MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . B63~02y889

DEPARTMENT OF PUDBLIC HEALTH AND WELFARRE - STATE FILE NUNEE
. . - . . . . i . R
DO NOT WRITE AMENDED _ngurra'lmn District No.ﬂ_-___fz_: eema———Primary Ragistration Disrrict No;_fmh__liegmur s No. ’,‘5_1‘_'_8_
ON THIS STUB B
e
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

8. COUNTY Greene a. STATE MO b, COUNTY Greene admissian)
b. CITY {If outside corporate limits, give TOWNSMIP only| Langth of slay in 1b c. CITY Inside Limin

Town  Snringfield Years TOwN Snringfield Mo Yes G No O

€. FULL NAME OF (If NOT in haspiral, give location) Inside Limit d. STREET i i i i
(ULLNMAME O i imita ADDREESS (If cutside, give location) Reside on Farm

WSHUTION ity Hosnital g MO 1418 N Lafontaine  [*0 %@
3. NAME OF DECEASED First Middts Last 4. DATE Month Day Year

{Type or print) MAGGIE FRANCES BORNH AGE DS:TH July l 7 1963 .

5. SEX 6. COLOR OR RACE 7. Married {J  Never Married [] 8. DATE OF BIRTH | 9. AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Fema le Whit e Widowed E Divorced [] l /1 8 /1 88 {+ 79 Months Days Houu—[ Min.

10a. USUAL OCCUPATION {Give kind of work done | 1Db. KIND OF BUSINESS Ok INDUSTRY| 11, BIRTHPLACE (City and stats or country) | 12. CITIZEN OF WHAT COUNTRY
during mu::_ofiyvorking life, even if retired) -
e

Housewl Home Missouri U.5.A.
13a. FATHER’S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME OF “USBAND OR WIFE

g;ﬁﬂ. Eﬂd%ﬂj; *mﬂﬂ%_[}m Henryvy "Decesased™” -
T5. WAS DECEASED EVER IN US. ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. INFORMANT T Addrews -

{Yen, no, or unknown]| (If ynl,vaa war or datas of servi

o one Opal Satterfield. Springfield, Mo.
. INTERVAL BETWEEN

T8. CAUSE OF DEATH (Enter only one cause per line ror ooy oo
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a) —_— x

.
Conditions, if any, DUE TO (b}
which gave rise to s

above caume {a),
stating the under-
lying cause lasr. DUE 10 ()

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro the ferminsl PART 111, It deceased was female  wa
disease condition given in PART | {a} there a pregnancy in last 90 days.

I O Yes ] O NGJ O Unknown

1%, WAS AUTOPSY 208. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE W IN Y OCCWRRED, (Enver nature ot injury Jn PART | or PART 1| of item 18.)
W PERFORMED? = o £) O 0O -
YES [] NO (| .
20c. TI'!JTLEROF Hou Month, Day, Year ] /
1 Y a.m.
om. 7 [19/¢

20d. INJURY OCCURRED / F 20e. PLACE OF INJURY le.g., in or about home, I ot. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, facpgry, sireet, o ice bildg., etc.)
NOT WHILE AT WORK [

VS 300
Rev. 4/59

10327
24397

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. | attended the decessed fram

7//4 /‘6 7 . 1o, nd last saw h-er live on. ?t/_/ 7/14 ?
77 7 higd 7

m on 'the dffe stated above, and to the best of my knoWledge, Fﬁ;n the cauaes stated.

Death occurred at

s A, ey 22740 17105 (o loge 2/ie/L3

" : 4
AL, CREMATION, | 23b. DATE 7 23c. NAME OF CEMETERY OR CREMATCRY ad. LOCHATON (City, tawn, or county) / (S1at

i OVAL (Specify) . .
Burial /1903 Creend o, 4.1
31 FONERAL DIRECTOR 7,/9-9. ¥ Auunesasq}-i ngfield’f’- DATE RECD. BY LOCAL REG. | 24.Al - .

4
§HAPEL OF THE OZARKS INC. _ Mg 1Rl <o

)
{Licensad Embalmer’s Statemant on quc/ .Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the bedy whose name is’ recordea an the reverse side of this certificate was embaimed by me,

or by Student Embalmer No.

working under my personal supervision,

Student___ -~ e . '
Signature of Student Embalmer

. Licensed Embalmer No. 5159

. P. O. Address Soringfield, Mo.

Note: The above MUST BE SIGNED BY"‘-.THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ’

If embalmed by a STUDENT, he also shall sign in his QWN handwriting.

If this body is.not e;rlbalm_iad, fact should be so stated above.- -




